fact appears to be possible. This study of x3 patients with protracted pain was carried out at The London Hospital by a professional group to see how patients regarded their own pain and the efforts of doctors and nurses to relieve it. The attitudes of the doctors and nurses were also studied, and the results, despite the limitations of the survey, suggest that: I) Patients' expectations are often too low, as indicated by the unanimous praise for both doctors and nurses, despite in many cases their still being in pain.
2) There is roomn for improvement in the use of analgesics in patients with protracted pain as indicated by the high proportion of 'as-required' prescriptions.
3) Doctors do not appreciate fully that the effective analgesic dose varies from patient to patient, as indicated by the presence of remittent pain in patients receiving analgesics regularly every four hours. 4) Nurses accept the presence of unrelieved pain in patients too readily, as indicated by the practice of confining enquiry about pain to drug rounds and by ignoring non-verbal comnunication.
5) Nurses do not appreciate their potential as agents of pain relief as indicated by their failure to emphasize their specific contribution as nurses.
6) There is a need to modify current teaching about pain and its relief in both medical and nursing schools.
In recent years, although much has been done in pain clinics and palliative care units to improve the care of patients with protracted pain, many are still cared for in general hospitals which deal mainly with the acutely ill. As the following case history suggests, this is not always ideal'.
A g9-year-old man was admitted to hospital; communication was difficult because he was deaf.
Initial investigations were based on a presumptive diagnosis of renal colic, and only after nine days was it realized that he had persistent back pain. Another six days passed before more than a mild analgesic was prescribed. Although it was agreed that the pain was probably caused by a skeletal metastasis, further delays in obtaining relief were caused by the reluctance of a senior nurse to accept that the patient was in pain, by the hesitancy of junior doctors to use a more potent analgesic when the consultant was on holiday, by postponing radiotherapy until a bone scan was available, by technical failure of the scan, by delay in planning radiotherapy because radiographs were missing and by the patient's refusal of radiotherapy because of the pain caused by moving to and from the ward. He died, still in pain, after nearly three months in hospital; the factors responsible are common in any busy acute ward and may be inevitable in this setting.
We decided, therefore, to conduct a survey in the general wards of The London Hospital to discover how successfully patients obtained relief from protracted pain and to enable us to develop methods that would identify institutional and cultural factors which prevent or potentiate relief. The patients were also asked if they had had a similar illness before and if they knew of anyone, close or distant, who had. They were then asked about their experience of support from others; did they talk to other patients about their illness and was this helpful? How much contact did they have with other people, for example, the chaplain? Did a medical student come to see them ? Finally, there was an open-ended question which asked if they had any other problems, for example, financial, social or spiritual.
After the first interview patients were given a letter thanking them for their help; it contained the name of the project coordinator, stated the purpose of the survey and whom to contact for further information. It also served as an aide mbnoire and could be used by patients to explain to their relatives why they had been interviewed. In analysing the patient questionnaire, the answers given were used to classify the pain as continuous, remittent (times with less pain) or intermittent (times without pain).
The nursing staff were told about the project at a meeting on the ward before any data were collected. At that time, and again before interview, they were reassured that their answers would be anonymous and that they were not obliged to participate. No attempt was made to select a representative sample of nurses. On each occasion the sister or nurse in charge decided whether she or another nurse would answer the questions. They were interviewed on the ward while on duty and, if too busy, the interview was postponed until another time. The questionnaire was designed to cover much of the same ground as that for patients. The nurses were asked for factual information ('What is wrong with'. . . ?'), for qualitative assessments ('How much of the time does he/she get pain ?'), and for their opinions ('Generally speaking, are you happy with the care you can give the patient ?').
The patients' diagnoses were obtained from the hospital notes and, because of the design of the hospital treatment chart3, it was possible to obtain an accurate record ofanalgesic and other medication.
Results
Permission was obtained to visit patients on nine wards: six medical, two surgical and one gynaecological. During the three months of the project, we were informed of 27 patients prescribed analgesics for 48 hours or more. Six were too ill to interview. Data were, however, obtained about the other 2I patients, though in only eight instances did this come from both patient and nurse. In the time available, it was possible to interview only 13 out of the 2I. Twenty nurse questionnaires were completed about i6 patients by I3 different nurses. The patients were aged from 35 to 86 years (table I). None of the four patients with intermittent pain received analgesics regularly though, in the case of E, the pain was probably no more than 'background inconvenience'. F received two 5oo mg tablets of paracetamol three times a day, prescribed 'as required', and H received one or two tablets of Distalgesic a day. After these both experienced complete relief for several hours. The fourth patient, M, a 65-year-old woman with hereditary haemorrhagic telangiectasia, although prescribed paracetamol i g 'as required', received only magnesium trisilicate mixture, IO ml, once or twice a day.
Of the three patients who said they currently had no pain, L had rheumatoid arthritis and was receiving prednisolone, aspirin and indomethacin. The other two had had pain but, by the time of interview, this had apparently eased completely, though one of them recorded a VAS reading of 13 mm. Neither was receiving any analgesics, though both had earlier.
Other symptoms The VAS scores relating to the other symptoms are shown in figure 2 . Because of the small numbers, it was not possible to analyse them parametrically. The scatter in the appetite, sleep, strength and mood results is as expected with the type of patient interviewed. The fact that patients were selected because they were considered to be experiencing persistent pain and not, for example, because they had terminal cancer may account for the low incidence and generally mild degree of nausea, dyspnoea and cough recorded. Only A and B received an antiemetic regularly.
Insight
The answers to the question, 'Tell me about your illness ?', recorded verbatim at the beginning of the interview, are summarized in table III. In answer to a later question, 'Do you know anyone who has had a similar illness?', E, who earlier had been completely non-specific, replied, 'I suppose you mean cancer. Yes, my father died of cancer twenty years ago'. Similarly, I, who earlier said she had not been given the name of the illness, added, 'Mother died of cancer of the stomach, and father died of cancer of the throat'. Some patients who appeared not to know their diagnosis or its implications at the beginning of the interview spoke later of their distress at leaving loved ones, or gave other signs that they appreciated the gravity of their condition.
As all the patients lived within a short distance of the hospital, they could be visited easily by relatives and friends. This they welcomed and, although I considered that she had too many visitors, they all felt supported by relatives and friends. They were uinanimous in their appreciation of the availability of medical and nursing staff. Fifteen patients were thought to have worries or problems which caused anxiety. These were related mostly to physical signs and symptoms, which were caused by their illness or treatment (eg, haemoptysis, constipation, diarrhoea, weight loss) and when possible these were relieved by treating the underlying cause. It was not always clear whether these problems had been discussed either among the nurses or with the doctors. In the remaining cases, the problems were more psycho-social, for example, worry about confusion or domestic anxieties.
Treatment
In all but two cases, when the nurses did not know the answer, the patients were said to be receiving analgesics. Nine different drugs were mentioned: paracetamol (acetaminophen), aspirin, indomethacin, Distalgesic, dihydrocodeine, pentazocine, pethidine (meperidine), phenazocine and diamorphine. These were generally referred to by trade names. Several patients received more than one analgesic.
All the patients were said to obtain at least some relief from their treatment (fig 5) . In six cases it was suggested that non-drug measures were being used, for example, traction, physiotherapy, heat pads and positioning. Thus it appeared that only analgesics were envisaged as the means of relieving pain, but, although the nurses did not often refer to non-drug measures, some were part of the normal routine and might not, therefore, be mentioned. In four instances nurses felt that the medical care was definitely unsatisfactory because: I) the doctors had not told R the nature of the illness (carcinoma) and the reason for radiotherapy. The patient asked the nurses for information, which they were not allowed to give, and this put them in a difficult position. 2) S had been kept in hospital unnecessarily waiting for a test, although some of that time had been 'filled in' with a minor operation. 3) Q needed stronger analgesics. 4) The relatives had been left uninformed about Q's condition, despite asking to see the doctor and asking the nurses for information.
In one instance the nurse considered that the nursing care was unsatisfactory; she felt that 0 needed to be nearer the nurses' station to allow closer observation. The overall impression was that the nurses were reasonably happy with the care being given even though some patients did not have complete relief.
COMPARISON OF PATIENT AND NURSE QUESTIONNAIRES
Information about B, C, D, G, I, K, L and M was obtained from both patients and nurses; two nurses were interviewed about C and M. The body diagrams relating to these patients are shown in fig 6. Marked discrepancies are seen in relation to I, L and M; in the case of G, it is reasonable to assume that either the patient or nurse confused right with left. The nurse's error in relation to I is surprising in view of the diagnosis of pulmonary embolism. On the other hand, the questionnaires were not completed on the same day, and it is possible that the patient's chest pain had resolved by the time the nurse was interviewed. The discrepancy in relation to L is more apparent than real; the patient did, in fact, complain of paraesthesiae, and, when answering another question, the nurse specifically mentiond hip pain (table V) . With M, the error was made by only one of the two nurses interviewed.
It was not possible to compare estimates of the severity of pain as the patients used an analogue scale (o-ioo mm) and the nurses an interval scale (nil-mild-moderate-severe). Comparative estimates of pain relief were, however, possible (table VI) . In only two instances did the patient's and nurse's estimate agree (C2, D); and, whereas in six the nurses overestimated the degree of relief, they underestimated only once (Ci). On the other occasion, they did not know (K).
When asked if they had any other problems, five out of seven patients expressed anxiety or concern about leaving their families, whereas when asked a The nurse, who spends most time with the patient, has a vital role to play by ensuring that the prescriptions of the medical staff are carried out6. Yet, when analgesics were prescribed to be taken 'as required', they were seldom or never used despite the fact that the patients were known to have pain. The result was that few patients were free of pain. Great reliance was placed by the nurses on patients asking for analgesics or admitting to needing them when asked, usually during the drug round. At the same time, the nurses often mentioned that a patient 'does not ask', 'does not complain', 'never says he needs anything' even when they 'knew' the patient was in pain. When direct comparisons were possible, the nurses tended to overestimate the relief obtained (table V) . It is possible that the nurses were unaware of, or unable to deal with, social, cultural and environmental factors which prevent patients getting adequate relief. For instance, pain may be regarded by patients and nurses as an inevitable component of illness or necessary if the patient is to adopt a sick role and for the nurse to accept him in it. Such possible misconceptions and the practice ofconfining enquiry about pain to drug rounds merit further investigation.
Experience in special units has shown that, in terminal malignancy at least, complete relief is possible for most patients 7. 'As-required' prescriptions do not make pharmacological sense in chronic as opposed to acute pain8. Remittent pain was, however, common even in those who received analgesics regularly every four hours (table II) . This is a symptom of inadequate dosage and suggests that doctors do not appreciate fully that the effective analgesic dose varies from patient to patient. Remittent pain, in particular, is an insoluble problem in combination with inflexible attitudes on the part of doctors and nurses. Regular administration of an individually determined dose of an effective analgesic and a greater emphasis on nondrug means of elevating the pain threshold would do much to improve matters9 8.
The survey was, of necessity, limited; relatively few patients were seen and not all wards were visited. We did not investigate in detail patients' insight into the implications of their illness or their acceptance of it. Yet, with H, for example, it appears that his accurate insight into, and complete acceptance of, his disorder had a considerable beneficial effect on his mood which may, in turn, have
